| INTRODUCTION
Within the UK, the necessity of delivering effective and compassionate care is widely acknowledged (Department of Health, 2015; NHS England, 2014) , with the values of "Care", "Compassion", "Competence", "Communication", "Courage" and "Commitment"-collectively referred to as "the 6Cs"-central in recent efforts to improve quality in National Health Service (NHS; Cummings & Bennett, 2012) . Since its inception in April 2013, the Care Maker (CM) programme has sought to bridge national policy with front-line, person-centred health care in England. The CM programme strategy was based upon the "spirit" of London 2012 Olympic Games and used the model of "Games Makers" from the Olympic Games to recruit energetic and enthusiastic volunteers who could promote the 6Cs. It aims to specifically embed the 6Cs within healthcare settings across England and to support both the implementation and dissemination of the nursing, midwifery and care staff strategy, "Compassion in Practice" (Cummings & Bennett, 2012) . Responsibility for the CM programme originally lay with NHS Employers having been commissioned by NHS England for its delivery. However, from April 2015, it was overseen solely by NHS England. The chief nursing officers in Scotland, Wales and Northern Ireland have their own nursing and carer strategies but have not adopted the CM programme.
The opportunity to become a CM is open to health and social care staff of all levels and disciplines within the NHS in England. All staff, qualified and nonqualified in both clinical and nonclinical roles, are eligible to become CMs. In addition to the individual's existing job responsibilities and duties, the CM role encompasses being an ambassador to embody 6C principles in one's own practice. There is no prescribed list of activities for CMs to perform although they are to lead by example and provide an inspiration to the practice of others.
CM activity is also encouraged in terms of volunteering at relevant events and using different channels of communication, such as social media. This, in turn, contributes to the transformation of the culture within the NHS to support and promote the 6Cs. The application process, supported by a referee, involves completing an online form that should demonstrate the individual's understanding and implementation of the 6Cs within their own training and practice.
Although CMs themselves are drawn from a wide range of roles, they share in common a commitment to undertake a role as representatives for the 6Cs by communicating those values which foster good practice (Garratt, 2014) . At the time of the evaluation, there were 692 CMs across England supported by a national network of 11 active Care Maker Regional Coordinators (CMRCs). The CMRCs provide local support and provide a link between CMs, the regional teams, the CM steering group and NHS England.
| Background
Given the relatively recent genesis of the CM programme, undertaking a literature review specifically on CMs yielded little information.
Two literature searches using the search term "Care Maker" were conducted in March 2015 and November 2015, respectively, both of which generated no results. Following this, a further search was undertaken whereby the following initiatives aiming to bring about change or improvement were identified: Olympic Games Makers; the use of "champions"; and the "Transforming Care at the Bedside" (TCAB) project.
The London Olympics 2012 Game Makers Programme inspired large numbers to take up voluntary work and is regarded as having generated a new eagerness amongst the general population for voluntary activity (Department for Culture, Media and Sport, 2013).
Games Makers gained valuable work experience and were able to learn and develop skills, resulting in their contribution receiving widespread attention from both media outlets and the public (Department for Culture, Media and Sport, 2013) . The ripple effects of excitement and eagerness translated into community action are directly relevant to the CM programme, which also seeks to champion many of the values celebrated during the Olympics. The value of media interest and an increase in the recognition for an initiative that can be generated locally, nationally and internationally are important in terms of the CM programme.
Within the clinical context, advocating and championing highquality care has been demonstrated by the creation of the role of "champions" to facilitate positive change, for example in improving clinical standards or specific disease process management. Evaluations within the UK to date reveal that initiatives which have adopted the champions model have been successfully able to influence policy and promote improvements in services and advocacy for patients (Manthorpe, 2012) . Furthermore, such initiatives have also been successful in raising the profile of particular conditions, support improvements in care and act as a catalyst for change (Ellison, Watt, & Christie, 2014) . Examining these evaluations aids in the analysis of the potential barriers and enablers to such projects together with What does this paper contribute to the wider global clinical community?
• This paper is important as it provides an overview of recent evaluative work with the Care Maker programme across England. The experiences of those involved in the programme are investigated using a multimethod approach. The findings of the evaluation reveal that the programme is valuable as it provides a mechanism to implement national strategy and policy. The format of such a programme could be used as the basis of clinical initiatives beyond the English context.
• This evaluation provides some broad recommendations on developing and sustaining such a programme. These may be relevant for the global clinical community in terms of providing design ideas in relation to the use of volunteer ambassadors to help implement national strategy.
ZUBAIRU ET AL.
| 4635 establishing key elements in ensuring their sustainability. These include issues in relation to time, resources, support at managerial and strategic level, opportunities to form networks, communication channels and how to embed the role within organisations.
Internationally, a prominent example of change driven by individuals is seen in the TCAB initiative in the USA, which seeks to impact upon patient care by encouraging effectiveness, efficiency, transformational leadership and teamwork (Robert Wood Johnson Foundation, 2011) . Evaluation revealed improvements in patient safety (Robert Wood Johnson Foundation, 2011) and improvements in communication, not only between healthcare professionals themselves but also in their interactions with patients (Lavoie-Tremblay et al., 2014) . Securing the necessary resources, including staffing, and adequate preplanning were seen as critical factors in the potential success of such initiatives (Osman & Nolan, 2013) .
| THE STUDY

| Aims
The aims of the evaluation were to:
• evaluate the benefits and impact of the CM programme in relation to the provision of high-quality compassionate care;
• evaluate the benefits and impact of the Care Maker programme for those involved;
• identify any perceived shifts in values and behaviours and to evaluate the perceived benefits and impact of the programme.
| Research design
This mixed quantitative and qualitative methods evaluation comprised the following: use of a questionnaire with CMs; use of a questionnaire with CMRCs; semistructured telephone interviews with CM interns; and case studies based upon two NHS trusts chosen by NHS Employers (one in the South of England, the other in the North of England). The advantages of a mixed (or in this case) a multimethods approach is that it can enable identification of themes and issues emerging from various methods (triangulation), which indicate greater closeness to the realities of the phenomena under investigation (Mason, 2002) . Further, mixed approaches generally work with the understanding that social reality is heterogeneousconsisting of different layers or wavelengths that are graspable through different epistemologies (ways of knowing/understanding the social world) and ontologies (how the social world is constituted; Simpson, 2014) . In sum, such an approach recognises social reality as multiform. This design enabled piecing to together a more holistic picture of a complex set of phenomena that addressed overlaps in thinking as well as a plurality of views. Whilst this article reports on the findings of the CM questionnaire and case studies only, these phases of data collection yielded the largest data sets and still meet the above-identified criteria concerning heterogeneity. The survey data are indicative of underlying realities expressed by many, whereas the qualitative data put flesh on the bones of survey data and add to understanding by providing details of reasons for attitudes, perspectives and practices (Mason, 2002) . Qualitative data from modest subsamples should not be dismissed as merely anecdotal. Whilst not strictly "representative" of the range of opinion, they should be regarded as indicative of multiform social reality (that could operate beyond the immediate circumstances of their generation) given that study participants will have drawn on commonly available social and professional discourses when accounting for their views/experiences (Mason, 2002; Riessman, 2008; Simpson, 2014) .
The Care Maker Questionnaire was distributed online via the commonly used resource, Survey Monkey The Case Studies Phase saw semistructured telephone interviews conducted with a range of healthcare professionals involved with the CM programme. The case study sites were selected by NHS Employers based on geographical location. This was not based on any assumption that there were differences expected between the north and south of England. It was simply to try and represent sites across the country. The interview schedule was informed by earlier phases of data collection, with topics for discussion including reasons for participation in the programme, expectations of the role and plans for development. A case study approach, at the institutional level of analysis level, has several advantages and, in this case, was selected because it enables insights into broader experience through a particular example and analysis of real-life situations that are peculiar to a given context (Yin, 2013) . Although telephone interviews preclude the observation of body language available in faceto-face situations, they can enable participants to express themselves more freely to an unknown and unseen academic researcher (Sturgess & Hanrahan, 2004) . We also found that they offered the same advantages as face-to-face semistructured interviews in that they bring coherence and a mutually understood logic to the research encounter whilst enabling participants to articulate unanticipated themes, issues, opinions and perspectives (Maxwell, 1996) .
| Sample/participants
The questionnaire used total population sampling (Patton, 2015) which aims to include as much variation in participant views as possible, a strategy that is consistent with our aim of representing a plurality of views on a multidimensional realm of experience. An email containing a hyperlink was distributed by NHS Employers to all CMs to enable them to complete it online. Reminder emails were sent to follow-up, and the survey was also publicised to CMs on social media. The survey was administered to 692 CMs in total; 258 responses were received, giving a response rate of 37.3%. Whilst this is not a textbook ideal, it needs bearing in mind that our data are nonprobabilistic and, as such, are indicative rather than reliable.
The case study element of the evaluation included 13 interviews across two NHS sites. Again, whilst this represents a small number, such participants will have drawn on more widely available discourses. Each trust asked CMs to participate and 13 volunteered. To protect their identities, their demographics and gender have not been included. Initially four sites were approached as part of the evaluation, but two sites did not recruit any volunteers. Anonymity and confidentiality have been preserved throughout the conduct and reporting of the study, and all participants were given full details of the study prior to consent.
| Ethical considerations
| Data analysis
Descriptive statistics were used to analyse the quantitative data via SPSS which helped produce graphs/tables. As intimated, this was a corollary of a pragmatic although purposive approach to sampling and the results are thus indicative rather than more reliably representative of views and experiences. QSR NVIVO version 10 software was used to code the qualitative data and organise the narratives produced into themes. Consensus on a coding frame was negotiated and themes were finalised after two readings and discussion by the research team. Thematic analysis was deployed to analyse all open responses from the questionnaire and case study interviews (Polit & Beck, 2013) . The qualitative data were subject to independent analysis by all members of the research team to increase rigour and internal validity (Silverman, 2013) . Further, such a method of analysis focuses on identifying and interpreting latent themes in participants' accounts. It also recognises the socially constructed character of such accounts (Braun & Clarke, 2006) , that is that stories are created via involvement in mutable relations of power (in everyday interaction) and are used to make sense of experiences. The largest proportion of respondents fell into the 31-50 years (n = 68, 26.4%) and 41-50 years (n = 63, 24.4%) age categories.
Reflecting the general population of CMs nationally, respondents were predominantly female (n = 186, 72.1%). The majority of respondents (n = 139, 53.9%) indicated their professional status as registered at the time of completing the questionnaire. Forty respondents (15.5%) indicated they were preregistered with the remainder of those who gave an answer (n = 39, 15.1%) stating they were unregistered. Respondents were drawn from two professional groups, nurses (n = 161, 62.4%) and allied healthcare professionals (n = 30, 11.6%). A total of 184 respondents indicated their ethnicity was "White British" (n = 184, 71.3%).
| CM role
Care Makers were invited, through using a five-point Likert scale; (strongly agree = 1; strongly disagree = 5) to share the extent to which they agreed with statements relating to four overarching 
| Being a CM
Figure 2 reveals that the vast majority (n = 241, 93.4%) of CM respondents strongly agreed that they feel proud to be a CM. Being a CM led to an increased level of job satisfaction (n = 156, 60.4%) and many felt that the CM role had increased their confidence level (n = 167, 64.7%). Overwhelmingly respondents felt that the CM role enabled them to be enthusiastic about delivering high-quality care (n = 218, 84.4%). Table 1 indicates that CM considered they had mainly positive experiences regarding the opportunities available within the CM role. CM respondents felt that being a CM had enabled them to identify ways to be more compassionate (n = 182, 78.8%) and to deliver more compassionate care (n = 177, 77%). The majority of CM respondents felt that the role enabled them to incorporate the 6Cs into their everyday working lives (n = 207, 89.3%) in addition to delivering better care (n = 179, 77.9%). The percentages represented take into account the total number of responses within each individual item. Figure 3 demonstrates that the CM respondents felt strongly that they were able to act as ambassadors for the 6Cs (n = 199, 77%).
| Opportunities provided to CMs through their CM role
| Personal opportunities for CMs
CMs indicated that they felt positive about encouraging more people to become CMs (n = 160, 62%), were able to inspire others (n = 189, 74%) and to lead by example (n = 193, 75%). However, respondents were less positive about their ability to influence decision-making at a local level (n = 28, 11%) and at a national level (n = 65, 25%). Figure 4 illustrates the CMs' views on the support they received in the role. Just under a fifth of the CM respondents (n = 44, 17%) felt that they did not have the appropriate resources to be able to fulfil their CM role effectively. A third of the respondents (n = 80, 31%)
| Support for CMs
did not feel that they had sufficient time to carry out the role. However, 50% (n = 129) positively agreed that they had received sufficient managerial support for the role.
3.1.7 | Networking with other CMs Figure 5 shows that CMs employed numerous methods to establish and maintain contact with fellow CMs and colleagues. Social media (n = 149), email (n = 100) and to a slightly lesser extent, local (n = 73) and national events (n = 71) were used for networking purposes. Being a Care Maker has enabled me to be enthusiastic about delivering high quality care.
Being a Care Maker has enabled me to think differently about the way I work.
Being a Care Maker has helped to increase my confidence.
I am proud to be a Care Maker.
Being a Care Maker has increased my job satisfaction level.
Strongly disagree Disagree
Neither agree nor disagree Agree Strongly agree
Respondents' agreement levels with statements about being a Care Maker shown in percentages (total respondents n = 258)
It was notable, as displayed in Figure 6 , that over half of respondents indicated they were unable to attend both local (n = 146, 56%) or national (n = 146, 56%) events for CMs. Having insufficient time and receiving insufficient notice periods from organisers of events were both cited as reasons for nonattendance.
| CM questionnaire qualitative findings
Analysis of the qualitative questionnaire data identified four overarching themes that were representative of the consensus of CMs: the impact on patient care; personal value; opportunities the role provided; and support available.
| The impact on patient care
For many participants, an important aspect of the CM role lay in the opportunity it provided to promote the 6Cs and high-quality care for patients:
To me, being a CM is about remembering, practicing and spreading the word about the 6Cs. I hope that leading through example as a CM, I might inspire more people to also deliver care with the 6Cs. (Questionnaire (Q)19)
Complementing this, respondents reported an improved capability to challenge instances of poor practice in patient care and initiate improvements and innovations where appropriate. The 6Cs were viewed as helpful in measuring the standard of care being provided -whether at an organisational, department or personal level-with some respondents remarking that they felt that their own clinical practice had been enhanced since becoming a CM:
The CM scheme has given me the ideas and support to enable me to provide better care and challenge poor care. It sounds clich e, but it really has made a differ-
T A B L E 1 Respondents' agreement levels with statements about opportunities available to them in their role as Care Maker (total respondents n = 258) Conversely, there were also respondents who noted little discernible difference in their day-to-day work because the 6Cs already formed part of their duties prior to beginning the role of CM.
| Personal value
In describing the impact of the CM role, respondents discussed their feelings of pride at being part of "something special":
I feel part of something special and innovative. To be at the forefront of updates and current practice changes, I
feel privileged to be part of the CM family.
Overwhelmingly, the most valued aspect of the CM role was the sense of belonging it had provided; being part of a wider community of CMs led to CMs feeling as if they a common bond with others also undertaking the role. Another valuable outcome of participation resulted from the experience of acting as a role model. This was reported to have led CMs to reflect on their own clinical practice.
On a personal level, an increase in job satisfaction and a general upswing in confidence were identified. The reported lack of awareness of the CM role, however, had led some to express frustration.
| Opportunities the role provided
The opportunity to develop professionally via the CM role was greatly welcomed. Participating in training courses and conferences (both as presenter and delegate) had been previously inaccessible to many CMs:
I have been involved in conferences and events that would not happen as part of my normal working life.
(Q89)
In addition, there were instances of CMs undertaking professional development within their trusts by becoming more involved at a strategic level (e.g., delivering reports and attending meetings).
Adopting these new responsibilities had increased the opportunity for CMs to work closely with those senior positions to influence policy, both locally and nationally:
Networking opportunities have allowed me to develop a greater understanding of issues and the 'politics' encountered within the wider healthcare environment.
(Q119) * F I G U R E 5 Methods of networking used by Care Makers (total respondents n = 258, response count as respondents could give more than one answer) *Other specified responses: Newsletters, personally locally, action learning set at university, face-to-face local meetings, telephone F I G U R E 6 Care Makers' (CMs') attendance at CM networking events (total respondents n = 258) Involvement with the CM programme Being a CM reinforces how important it is for me to be a positive role-model and to lead by example, and also to really make a difference, so I think for me being a CM provides that satisfaction.
The benefits of being a CM 
Networking opportunities
Promotion of the CM programme within the trust was achieved via events which included the Annual General Meeting and the Nurses Celebration Day. Social media, particularly Twitter, had been used to network and communicate about matters relating to the CM role.
Regular CM meetings were also held by the trust's CM lead and a quarterly newsletter was distributed to promote the CM programme and related events: 
There was general consensus that the CM programme was well embedded within the trust. Ensuring the long-term sustainability of the programme, however, was felt to be a key challenge. 
The CM programme had also played a part in terms of prioritising the safety of patients, for example by challenging poor practice:
We have an instant reporting system. . . and people are actually being encouraged to come forward and actually speak up if they see anything or may experience anything that they feel shouldn't be happening.
Involvement with the CM programme
Interviewees were involved with (and motivated by) the CM programme in a range of different ways. One individual had become active (both locally and nationally) in recruiting other people to the CM role and publicising the programme in a community hospital. For others, the CM role appealed because it offered engagement with an initiative able to instigate cultural change and the opportunity to become a role model for this. Personal affinities with the wider values of the CM programme were evident:
I've got a, a really keen interest in keeping the person at the centre of everything that we do, and I just felt that I really want to be part of this movement.
Amongst the opportunities afforded by the CM role, one interviewee described welcoming the opportunity to engage with peers and other stakeholders at national CM events and conferences.
Interviewees also noted the pride they felt in CM role and the sense of satisfaction derived from belonging to a community of likeminded individuals.
Although one interviewee was an active participant in CM events held nationwide, others felt that opportunities for networking were somewhat limited. They did, however, acknowledge the worth of recurrent contact with other CMs. A sense of pride in the CM role was evident amongst the vast majority of CMs who participated in this study. The majority of respondents also reported that their participation in the programme had led to them viewing their working practice differently. Indeed, the role had enthused CMs and reinforced their commitment to the delivery of the best possible care. CMs also spoke of an improved awareness in handling with difficult situations. They had also been encouraged to speak out about failings in compassionate care and to challenge practice that was not conducive to positive care.
The importance of the ambassadorial aspect of the CM role to CMs, whereby the 6Cs and compassionate care in practice were promoted daily, was noteworthy. It was also evident, however, that a conviction amongst CMs that they could influence practice on a personal level did not necessarily extend to feeling they could influence change at a local or national level. Whilst it is difficult to gauge why this is the case, it may be related to the finding that approximately half CM respondents reported that it was not possible for them to be present at CM networking events (both national and locally). Furthermore, the questionnaire responses revealed just under a fifth of respondent CMs felt their ability to carry out the role effectively was hindered by a lack of appropriate resources. Also worthy of consideration is that some respondents, albeit a minority, described having insufficient time to fulfil their CM role effectively and that managerial support had been variable.
| Limitations
Any appraisal of the findings and recommendations generated from data gathered in this study must acknowledge the varying response rates and levels of engagement amongst the sample. This study had originally aimed to administer the questionnaire to a full population of approximately 1,400 CMs. In December 2014, however, CMs were asked to reaffirm their commitment to the role and the initial population reduced to 692 in April 2015 when the questionnaire phase of the evaluation closed. The online questionnaire was therefore distributed to 692 CMs with 258 completed returns, a response rate of 37.3%.
It is also important to stress that the study design had intended that four case studies would be conducted. By embedding the 6Cs and the "Compassion in Practice" agenda in its core values, the CM programme has helped to facilitate the delivery of national policy at a local level. The 6Cs were emphasised as having great significance for CMs, demonstrating the way the CM programme has been an effective means of delivering national strategy. Our data suggest that compassionate care, a fundamental aspect of high-quality healthcare provision, is supported by the CM programme.
Alongside the many positive aspects of the CM programme, however, concerns were raised by CMs which underline factors needing review or refinement. These include induction to the programme, personal development, availability of resources and time constraints.
Addressing such concerns would likely increase the potential impact of CMs and reinforce the sustainability of the programme as a whole.
| RELEVAN CE TO CLINICAL PRACTICE
This article is relevant to clinical practice as it provides an overview of an evaluative study of the CM programme across the NHS in England. The experiences of those involved in the programme are investigated using a multimethod approach. The findings of the evaluation reveal that the programme is valuable as it provides a mechanism to implement a key national strategy. This model of using volunteers to embed strategy and policy could potentially be used in other areas of clinical practice and indeed in other countries. This evaluation provides some broad recommendations on developing and sustaining this volunteer-based programme.
| RECOMME NDATIONS
Recommendations are suggested as a means for continuing and sustaining the CM programme:
• Support: Continue to develop a fully comprehensive national standardised induction process for CMs.
• Communication: A cascade approach to dissemination of information from national, to regional, to local level could be further developed. Networking opportunities are valued but improving access to organised events is necessary.
• Increasing the visibility of CMs would be useful as awareness of the role both within the NHS and outside is variable. A potential way to address this in a wider sense could be to initiate a national media campaign to raise awareness of the CM programme.
• There was no response from two of the NHS trust sites provided by NHS England during the case study data collection phase.
Therefore, it would be useful to open dialogues between NHS England and those trusts who might not have engaged as fully in the programme thus far in order to identify potential barriers.
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